We report the case of a 40-year-old male admitted with intermittent fever attacks for 6 months, splenic embolism and blood culture findings of Streptococcus sanguinis, which is a subspecies of Streptococcus viridans. Two-dimensional transoesophageal echocardiography (TEE) revealed bicuspid aortic valve (AV) with organized and newly grown vegetations (Panel A) what led to the diagnosis of endocarditis lenta. Additionally, significant aortic regurgitation (AR) with an excentric jet pointing at the anterior mitral leaflet (arrow, Panel B), an aneurysm of that leaflet comprising the A2-segment with a central perforation and significant regurgitation into left atrium (LA) were detected (Panel C). This pathophysiology was considered a regurgitant jet lesion due to retrograde contamination through microbial growth from AV. Cardiac computed tomography performed with a 128-slice dual-source scanner confirmed mitral valve aneurysm by the 'Teddy Bear Sign' and central perforation with leakage into LA (arrow, Panel D). Real-time three-dimensional TEE added an en-face-view of the perforated segmental aneurysm (arrows, Panel E) anticipating the surgical view after opening the LA (arrow, Panel F). All findings were confirmed intraoperatively and aortic valve replacement was complemented by mitral valve repair, including artificial ring implantation, resection of segmental aneurysm, and patch reconstruction of the A2-segment.
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Since segmental mitral valve aneurysms have also been described as a result of non-infectious AR, this finding might be predominantly caused by mechanical stress due to specific jet orientation. In contrast, perforation and subsequent regurgitation into LA require retrograde transmission of endocarditis. 
